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Division of Medical Assistance Clinical Coverage Policy No.: 1A-23

Physician Fluoride Original Effective Date: February 1, 2001
Varnish Services Revised Date: November 1, 2007
1.0 Description of the Service

2.0

Physician fluoride varnish services are defined as preventive procedures provided by or under the
supervision of a physician. This includes caries screening, recording of notable findings in the
oral cavity, preventive oral health and dietary counseling, and administration of topical fluoride
varnish. Such services shall maintain a high standard of quality and shall be within the reasonable
limits of services customarily available and provided to most persons in the community with the
limitations hereinafter specified. Only the procedure codes listed in this policy are covered
under the N.C. Medicaid Physician Fluoride Varnish Program.

The Division of Medical Assistance (DMA) has adopted procedure codes and descriptions as
defined in the most recent edition of Current Dental Terminology (CDT-2007/2008). CDT-
2007/2008 (including procedure codes, descriptions, and other data) is copyrighted by the
American Dental Association. © 2006 American Dental Association. All rights reserved.
Applicable FARS/DFARS apply.

Eligible Recipients
2.1 General Provisions

Medicaid recipients may have service restrictions due to their eligibility category that
would make them ineligible for services as described in this policy.

2.2 Limitations

Refer to Section 5.2, Procedure Codes and Limitations, for eligibility limitations for
individual procedure codes.

2.3  EPSDT Special Provision: Exception to Policy Limitations for Recipients
under 21 Years of Age

42 U.S.C. §1396d(r) [1905(r) of the Social Security Act]

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is a federal Medicaid
requirement that requires the state Medicaid agency to cover services, products, or
procedures for Medicaid recipients under 21 years of age if the service is medically
necessary health care to correct or ameliorate a defect, physical or mental illness, or a
condition [health problem] identified through a screening examination** (includes any
evaluation by a physician or other licensed clinician). This means EPSDT covers most of
the medical or remedial care a child needs to improve or maintain his/her health in the
best condition possible, compensate for a health problem, prevent it from worsening, or
prevent the development of additional health problems. Medically necessary services will
be provided in the most economic mode, as long as the treatment made available is
similarly efficacious to the service requested by the recipient’s physician, therapist, or
other licensed practitioner; the determination process does not delay the delivery of the
needed service; and the determination does not limit the recipient’s right to a free choice
of providers.

CDT-2007/2008 (including procedure codes, descriptions, and other data) is copyrighted by the American

Dental Association. © 2006 American Dental Association. All rights reserved.
Applicable FARS/DFARS apply.
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3.0

EPSDT does not require the state Medicaid agency to provide any service, product, or
procedure

a. that is unsafe, ineffective, or experimental/investigational.

b. that is not medical in nature or not generally recognized as an accepted method of
medical practice or treatment.

Service limitations on scope, amount, duration, frequency, location of service, and/or
other specific criteria described in clinical coverage policies may be exceeded or may not
apply as long as the provider’s documentation shows that the requested service is
medically necessary “to correct or ameliorate a defect, physical or mental illness, or a
condition” [health problem]; that is, provider documentation shows how the service,
product, or procedure will correct or improve or maintain the recipient’s health in the best
condition possible, compensate for a health problem, prevent it from worsening, or
prevent the development of additional health problems.

**EPSDT and Prior Approval Requirements

a. If the service, product, or procedure requires prior approval, the fact that the
recipient is under 21 years of age does NOT eliminate the requirement for prior
approval.

b. IMPORTANT ADDITIONAL INFORMATION about EPSDT and prior approval
is found in the Basic Medicaid Billing Guide, sections 2 and 6, and on the EPSDT
provider page. The Web addresses are specified below.

Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/medbillcaguide.htm
EPSDT provider page: http://www.ncdhhs.gov/dma/EPSDTprovider.htm

When the Service Is Covered

IMPORTANT NOTE: EPSDT allows a recipient less than 21 years of age to receive services in
excess of the limitations or restrictions below and without meeting the specific criteria in this
section when such services are medically necessary health care services to correct or ameliorate
a defect, physical or mental illness, or a condition [health problem]; that is, documentation shows
how the service, product, or procedure will correct or improve or maintain the recipient’s health
in the best condition possible, compensate for a health problem, prevent it from worsening, or
prevent the development of additional health problems.

EPSDT DOES NOT ELIMINATE THE REQUIREMENT FOR PRIOR APPROVAL IF
PRIOR APPROVAL IS REQUIRED. For additional information about EPSDT and prior
approval requirements, see Section 2.0 of this policy.

3.1 General Criteria

Medicaid covers physician fluoride varnish when it is medically necessary and

a. the procedure is individualized, specific, and consistent with symptoms or
confirmed diagnosis of the illness or injury under treatment, and not in excess of
the recipient’s needs.

b. the procedure can be safely furnished, and for which no equally effective and
more conservative or less costly treatment is available statewide.
C. the procedure is furnished in a manner not primarily intended for the convenience

of the recipient, the recipient’s caretaker, or the provider.
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4.0

3.2 Specific Criteria

Medicaid covers a total of six oral screening packages (examination, preventive oral
health and dietary counseling, and application of fluoride varnish) per patient from the
time of tooth eruption until the child is 3% years of age. These services can be provided
at well-child checkups, during a sick visit, or at a separately scheduled visit.

Example of Oral Screening Preventive Package Visits

Well-Child Visit (months) Procedure Performed
6 Yes (if teeth are erupted)
9 Yes (if teeth are erupted)
12 Yes
18 Yes
24 Yes
36 Yes

Begin providing the services as soon as the first teeth erupt. If services are provided at the
6- or 9-month well-child checkup, providers must wait at least 60 days before providing
the service again. ldeally, the service should be performed every 3 to 6 months; however,
flexibility is allowed to permit scheduling in conjunction with visits for other health
services. Please note that the service can be provided until the recipient reaches age 3%
(or through age 41 months) since typically the 36-month well-child visit does not occur
until after the recipient’s third birthday.

When the Service Is Not Covered

IMPORTANT NOTE: EPSDT allows a recipient less than 21 years of age to receive services in
excess of the limitations or restrictions below and without meeting the specific criteria in this
section when such services are medically necessary health care services to correct or ameliorate
a defect, physical or mental illness, or a condition [health problem]; that is, documentation shows
how the service, product, or procedure will correct or improve or maintain the recipient’s health
in the best condition possible, compensate for a health problem, prevent it from worsening, or
prevent the development of additional health problems.

EPSDT DOES NOT ELIMINATE THE REQUIREMENT FOR PRIOR APPROVAL IF
PRIOR APPROVAL IS REQUIRED. For additional information about EPSDT and prior
approval requirements, see Section 2.0 of this policy.

4.1 General Criteria

Physician fluoride varnish is not covered when

a. the recipient does not meet the eligibility requirements listed in Section 2.0;
the recipient does not meet the medical necessity criteria listed in Section 3.0;
the procedure duplicates another provider’s procedure;

the procedure is experimental, investigational, or part of a clinical trial; or

b
C.
d.
e the criteria specified in this policy have not been met.
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5.0

Requirements for and Limitations on Coverage

IMPORTANT NOTE: EPSDT allows a recipient less than 21 years of age to receive services in
excess of the limitations or restrictions below and without meeting the specific criteria in this
section when such services are medically necessary health care services to correct or ameliorate
a defect, physical or mental illness, or a condition [health problem]; that is, documentation shows
how the service, product, or procedure will correct or improve or maintain the recipient’s health
in the best condition possible, compensate for a health problem, prevent it from worsening, or
prevent the development of additional health problems.

EPSDT DOES NOT ELIMINATE THE REQUIREMENT FOR PRIOR APPROVAL IF
PRIOR APPROVAL IS REQUIRED. For additional information about EPSDT and prior
approval requirements, see Section 2.0 of this policy.

51 American Dental Association Guidelines

Only topical fluoride varnish materials professionally applied as recommended by the
guidelines of the American Dental Association Council on Scientific Affairs are accepted
for use in the dental care of Medicaid recipients. Specific use of these materials must
follow the ADA Council on Scientific Affairs guidelines.

5.2  Prior Approval
Prior approval is not required.
5.3 Procedure Codes and Limitations

By State legislative authority, DMA applies service limitations to ADA procedure codes
as they relate to individual recipients. These service limitations are applied without
modification of the ADA procedure description. Limitations that apply to an entire
category of service are described at the beginning of the appropriate subsection.
Limitations that apply to an individual procedure code are indicated by an asterisk (*)
beneath the description of that code. Claims for services that fall outside these limitations
will be denied unless special approval is granted for services deemed medically necessary
for a Medicaid recipient under age 21. Refer to Section 5.2.3 Request for Special
Approval of a Non-Covered Service or Service Outside the Policy Limitations.

CDT-2007/2008 (including procedure codes, descriptions, and other data) is copyrighted
by the American Dental Association. © 2006 American Dental Association. All rights
reserved. Applicable FARS/DFARS apply.
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5.3.1 Diagnostic Procedure: Clinical Oral Evaluation

Code

Description

D0145

Oral evaluation for a patient under three years of age and
counsellng with primary caregiver

*

)

*

* replaced procedure codes D0150, D0120, and D1330
effective January 1, 2007

includes early caries screening, evaluation of caries
susceptibility, and recording of other notable findings in the
oral cavity

includes preventive oral health and dietary counseling with the
primary caregiver

includes prescribing a fluoride supplement, if needed

must be billed in conjunction with D1206

limited to recipients under 3% years of age

allowed once every 60 days

limited to six times prior to the recipient reaching 3% years of
age

exempt from third party liability

5.3.2 Preventive Procedure: Topical Fluoride Treatment (Office Procedure)
Topical fluoride must be applied to all teeth erupted on the date of service.
Medicaid will only allow reimbursement for this procedure when teeth are
present and fluoride varnish is applied to the teeth.

Code

Description

D1206

Topical fluoride varnish; therapeutic application for moderate to high
caries risk patients

*

*

*
*
*

*

replaced procedure code D1203 effective January 1, 2007
must be billed in conjunction with D0145

limited to recipients under 3% years of age

allowed once every 60 days

limited to six times prior to the recipient reaching 3% years of
age

exempt from third party liability
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5.3.3 Request for Special Approval of a Non-Covered Service or Service

Outside the Policy Limitations

Providers may request special approval for a service that is non-covered by the
N.C. Medicaid program or falls outside the limitations stated in this policy, if that
service is deemed medically necessary for a Medicaid recipient under age 21. All
such requests must be submitted in writing prior to delivery of the service.
The request must include

a. acompleted CMS-1500 claim form,

b. any materials needed to document medical necessity (e.g., radiographs,
photographs), and

c. the completed Non-Covered State Medicaid Plan Services Request Form (for
recipients under 21 years of age) or a cover letter that documents how the
service will correct or ameliorate a defect, physical or mental illness, or a
condition [health problem].

This includes documentation about how the service, product, or procedure will
correct or ameliorate (improve or maintain the recipient’s health in the best
condition possible, compensate for a health problem, prevent it from worsening,
or prevent the development of additional health problems) as well as the
effectiveness and safety of the service, product, or procedure.

Requests should be mailed to

Assistant Director

Clinical Policy and Programs
Division of Medical Assistance
2501 Mail Service Center
Raleigh, NC 27699-2501
FAX: 919-715-7679

If the procedure(s) receives special approval and the recipient is Medicaid-
eligible on the date the service is rendered, the provider then can file for
reimbursement.

Note: A copy of the Non-Covered State Medicaid Plan Services Request Form
(for recipients under 21 years of age) can be found on the EPSDT provider page.
The Web address is specified below.

EPSDT provider page: http://www.ncdhhs.gov/dma/EPSDTprovider.htm
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6.0 Providers Eligible to Bill for the Service

6.1

6.2

Conditions of Participation

Licensed physicians who meet Medicaid’s qualifications for participation and are
currently enrolled with the N.C. Medicaid program are eligible to bill for physician
fluoride varnish when this service is within the scope of their practice. Designated
physician extenders (physician assistant, nurse practitioner, registered nurse, and licensed
practical nurse) who meet Medicaid’s training requirement can render this service in
eligible physicians’ offices. All providers participating in the Medicaid program must
provide services in accordance with the rules and regulations of the Medicaid program.
Conditions of participation are made available at the time of provider enroliment.

Provider Training and Continuing Education

Provider training is required as a condition of participation. Providers must receive
Medicaid recognized training to prepare for the delivery of this service. Only providers
who have been trained are allowed to render the services and submit claims for payment.

7.0 Additional Requirements

7.1

10312007

Oral Screening Requirements

a. Early caries screening and detection of notable findings (obvious pathology of
hard and soft tissues) in the oral cavity using a dental mirror and directed light.

b. Counseling and educational materials on good oral hygiene practices and
diet/nutrition for children.

C. Prescribing a fluoride supplement, if indicated, per the guidelines of the

American Association of Pediatrics:
http://aappolicy.aappublications.org/cgi/content/full/pediatrics;111/5/1113

Note: It is critical to have the recipient’s drinking water tested for fluoride
content if the level of fluoride in the source of drinking water is unknown.
Providers should refer the recipient to a dentist for continued treatment at the
appropriate age based on the recipient’s need for dental services.

d. Application of the fluoride varnish to all erupted primary teeth, beginning at
tooth eruption until the recipient is 3% years of age.

e. Documentation in the patient’s medical chart should include a record of the
following:

1. an oral evaluation and any notable findings

2 preventive oral health and dietary counseling with the primary caregiver
3. application of fluoride varnish

4 referral to a dentist, if appropriate
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7.2

7.3

7.4

Place of Service

The oral screening package is allowed in the physician’s office, health department clinics,
Federally Qualified Health Centers (FQHC), Rural Health Clinics (RHC), and the
recipient’s residence.

Application of the Fluoride Varnish

Fluoride varnish is practical, safe, and easy to apply to the teeth of infants and very young
children and is extremely useful in the prevention of early childhood caries. Teeth should
be wiped with a 2” x 2” gauze pad prior to fluoride varnish application. The varnish is
then applied in a thin layer to all surfaces of the teeth using a disposable brush.

Medical Record Documentation

Providers are responsible for maintaining all financial, medical and other records
necessary to fully disclose the nature and extent of services billed to Medicaid. These
records must be retained for a period of not less than five years from the date of service,
unless a longer retention period is required by applicable federal or state law, regulations
or agreements. The provider must furnish upon request appropriate documentation,
including recipient records, supporting material, and any information regarding payments
claimed by the Provider, for review by the DMA, its agents, the Centers for Medicare and
Medicaid, the State Medicaid Fraud Control Unit of the Attorney General's Office, and/or
other entities as required by law. Providers cannot charge for records requested by
Medicaid.

8.0 Policy Implementation/Revision Information
Original Effective Date: February 1, 2001
Revision Information:

Date Section Revised Change

11/01/2007 | Section 3.2 The coverage criteria was revised to indicate that the

procedure is limited to once every 60 days and the
treatment can be covered through the age of 3 ¥ years
effective with date of service 01/01/2007.
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Attachment A: Claims-Related Information

Instructions for Filing a Physician Fluoride Varnish Claim (CMS-1500)

Instructions for completing the standard CMS-1500 claim form are listed below. Please note: These
instructions apply to N.C. Medicaid only and are not intended to replace instructions issued by the
National Uniform Claim Committee (NUCC). The NUCC instruction manual can be found at
www.nucc.org. Refer to National Provider Identifier (NPI) publications for NPl implementation dates.

Instructions for Filing a Physician Fluoride Varnish Claim (CMS-1500)

Block

Block Name

Explanation

1.

Type of Coverage

Place an (X) in the Medicaid block.

la.

Insured’s ID Number

Enter the recipient’s 10-character identification
number found on the MID card.

2.

Patient’s Name

Enter the recipient’s full name (last name, first
name, middle initial) exactly as it appears on the
MID card.

Patient’s Birth Date

Sex

Enter the recipient’s date of birth using eight
digits (e.g., July 19, 1960, would be entered as
07191960).

Note: A two-digit year is acceptable on paper
claims. A four-digit year is required for
electronic claims.

Place an (X) in the appropriate block to indicate
the recipient’s sex (M = male; F = female).

Patient’s Address

Telephone

Enter the recipient’s street address including city,
state and ZIP code.

Entering the recipient’s telephone number is
optional.

Other Insured’s Name

If applicable, enter private insurance information.
For programs that use Medicare override
statements, enter applicable statement.

10.

Is Patient’s Condition
Related To:
a. Employment?
b. Auto Accident?
c. Other Accident?

If applicable, check the appropriate block.

10312007
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Instructions for Filing a Physician Fluoride Varnish Claim (CMS-1500)

Block

Block Name

Explanation

15.

If Patient Has Had Same or
Similar IlIness, Give First
Date

Leave blank EXCEPT when billing for:

OB Antepartum Care Package Codes: Enter the
first date recipient care was rendered for current
pregnancy.

Health Check: The next screening date (NSD)
may be entered in block 15.

Dialysis Treatment or Supervision: Enter the
dialysis start date.

If the date the provider enters in block 15 is
within the periodicity schedule, the system will
keep this date. If the NSD entered by the
provider is out-of-range with the periodicity
schedule or the provider chooses one of the three
options listed below, an appropriate NSD will be
systematically entered during claims processing
according to the Medicaid periodicity schedule.
To leave block 15 blank:

Place zeros in block 15 (example: 00/00/0000),
or

Place all ones in block 15 (11/11/1111).

Note: A two-digit year is acceptable on paper
claims. A four-digit year is required for
electronic claims.

16.

Dates Patient Unable to
Work in Current Occupation
“From” and “To”

If billing for postoperative management only
(designated by modifier 55 in block 24D), enter
the “From” and “To” dates the provider was
responsible for recipient’s care. If the provider
was responsible for care for nonconsecutive
periods of time per follow-up period, multiple
claims must be filed. Date spans cannot overlap
with dates on another claim. Refer to the April
1999 Special Bulletin I1, Modifiers, for billing
guidelines.

17.

Name of Referring Provider
or Other Source

Use for referring provider’s name.

17a.

Other ID Number

Use for CA override or current Medicaid
provider number with qualifier 1D, or taxonomy
code with qualifier ZZ.

17b.

NPI

Use for referring provider or Carolina ACCESS
PCP’s NPI.

19.

Reserved for Local Use

Please be aware that Medicaid will no longer use
block 19 for Carolina ACCESS.

20.

QOutside Lab?

Check *“yes” or “no.”
“No” indicates that the lab work was performed
in the office.

10312007
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Instructions for Filing a Physician Fluoride Varnish Claim (CMS-1500)

Block

Block Name

Explanation

21.

Diagnosis or Nature of
IlIness or Injury

The written description of the primary diagnosis
is not required unless using diagnosis code V900.
However, the claim must be ICD-9-CM coded to
describe the primary diagnosis.

23.

Prior Authorization Number

Any provider billing for laboratory services must
enter the CLIA number in this field.

It is not necessary to enter the authorization code
in this block. However, if prior approval is a
service requirement, it is still necessary to obtain
the approval and keep it on file.

24A.

Date(s) of Service “From”
and “To”

Enter the eight-digit date of service in the
“From” block.

Example: Record the date of service Jan. 31,
2003, as 01312003. If the service consecutively
spans a period of time, enter the beginning
service date in the “From” block and the ending
service date in the “To” block.

Note: A two-digit year is acceptable on paper
claims. A four-digit year is required for
electronic claims.

24B.

Place of Service

Enter the appropriate code from the Place of
Service Code Index.

24C.

Emergency Indicator

Not used at this time.

24D.

Procedures, Services or
Supplies

Enter the appropriate five-digit CDT or HCPCS
code.

Note: Providers mandated to bill modifiers can
bill up to three modifiers per procedure code, if
applicable. Health Check claims may also
contain modifiers. Refer to guidelines listed in
the April 2006 Special Bulletin I, Health Check
Billing Guide 2006.

24F.

Charges

Enter the usual and customary charge for each
service rendered.

24G.

Days or Units

Enter the number of visits or units.

24H.

EPSDT Family Plan

If the service is the result of an EPSDT (Health
Check) screening referral, enter “E.” If the
service is related to family planning, enter “F.”

241. (upper shaded | Qualifier Enter qualifier 1D if entering Medicaid provider
portion) number or ZZ if entering taxonomy.
24). (upper shaded | Rendering Provider ID Enter Medicaid attending provider number or
portion) Number taxonomy.
24J. (lower Rendering provider ID Enter attending provider NPI.

unshaded portion)

number

10312007
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Instructions for Filing a Physician Fluoride Varnish Claim (CMS-1500)

Block Block Name Explanation

26. Patient’s Account No. A provider has the option of entering either the
recipient control number or medical record
number in this block. This number will be keyed
by EDS and reported back to the provider in the
medical record field of the RA. This block will
accommodate up to 20 characters (alpha or
numeric), but only the first 9 characters of this
number will appear on the RA.

28. Total Charge Enter the total charges. (Medicaid is not
responsible for any amount that the recipient is
not responsible for if the recipient is private pay
or has third-party coverage.)

29. Amount Paid For dates of service after Oct. 1, 2002, but before
Sept. 6, 2004, enter the total amount received
from Medicare, including penalties and
outpatient psychiatric reductions and other third-
party payment source(s) (TPL). If there is a
payment from Medicare and a TPL, leave block
29 blank and submit the claim with the
appropriate EOBs attached. Refer to the Sept.
2002 Draft Special Bulletin 1V (Revised Nov. 14,
2002) Medicare Part B Billing Guidelines, for
detailed instructions on billing for Medicare Part
B.

Effective with date of service Sept. 6, 2004,
professional charges will be reimbursed a
specific percentage of the co-insurance and
deductible in accordance with the Part B
reimbursement schedule. Do not enter Medicare
payments on the claim. Attach the Medicare
voucher when submitting the claim to Medicaid.
Refer to the August 2004 Special Bulletin V,
Medicare Part B Billing, for detailed instructions.

31. Signature of Physician or The physician, supplier or an authorized
Supplier Including Degrees | representative must either:
or Credentials 1. sign and date all claims, or

2. use a signature stamp and date stamp
(only script-style stamps and black ink
stamp pads are acceptable), or

3. if a Provider Certification for Signature
on File form has been completed and
submitted to EDS, leave the signature
block blank and enter the date only.

Printed initials and printed signatures are not
acceptable and will result in denied claims.

32. Service Facility Location Enter the ZIP + 4 Code.
Information

10312007 12
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Instructions for Filing a Physician Fluoride Varnish Claim (CMS-1500)

Block Block Name Explanation
33. Billing Provider Info and Enter the billing provider’s name, street address
Phone Number including ZIP + 4 Code and phone number.
33a. NPI Enter the billing provider’s NPI.
33b. Other ID Number Enter the taxonomy with ZZ qualifier or
Medicaid provider number with 1D qualifier.

10312007 13
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Attachment B: Examples of a Completed CMS-1500 Claim

Example 1:

1500 Periodic Oral Screening as a
HEALTH INSURANCE CLAIM FORM Separate Procedure
APPROVED BY NATIOMAL UNIFORM CLAIM COMMITTEE 08/05
PICA PICA rTT
1. MEDICARE MEDICAID TleFlE CHAMPVA A OTHER | 1a. INSURED'S 1.0, NUMBER (Fox Program in Hem 1)
0[] Mecicaia ] S (Eonsors SSN) ] memowr [ ] .rs:uwéw,: [l %ﬁma (o) 999-99-9999 A
2, PATIENT'S NAME (Last Nama, First Nama, Middla Initial) 3. PmEI:ITHIIF:‘I‘H %A\;I’E SEX 4, INSURED'S NAME (Last Neme, First Nama, Middle Initial)
Smith, Barbie 05 1101 06 M ] ~[X

5. PATIENTS ADDRESS {No.. Sveel)

121 Any Street

6. PATIENT RELATIONSHIF TO INSURED

selD Spouu[:] cmG °*"'D

7. INSURED'S ADDRESS {Mo., Street)

STATE | & PATIENT STATUS

" City RE singe [ ] Mured| ] omer[ ]
ZIP CODE TELEPHONE (Include Area Code)

29999 ( 919) 555-5555 Employed [ ] Euliime PartTime

ciTy STATE
ZIF CODE TELEPHONE (include Area Code)

()

9, OTHER INSURED'S NAME {Last Nama, First Name, Midds Initial) 10. IS PATIENT'S CONDITION FIEL!TED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? {Current or Previous)

I
¢, EMPLOYER'S NAME OR SCHOQL NAME €. OTHER ACCIDENTT

[(Jves [

11. INSURED'S POLICY GROUP OR FECA NUMBER

BEX

in

s INSURED'S DATE OF BIRTH
MM DD ;| YY

P m]

YES DN’D
b %‘I’HEH INSURED'S DATE OF BIATH SEX b. AUTO ACCIDENT? PLACE (State)
13 1
roo " /] [res No |

b. EMPLOYER'S NAME OR SCHOOL NAME

¢, INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESEAVED FOR LOCAL USE

d. 13 THERE ANOTHER HEALTH BENEFIT PLAN?
D\"ES DNCI I yas, relum o and complate itam 9 a-d_

PATIENT AND INSURED INFORMATION ——————~|<— CARRIER —»

READ BACK OF FORM BEFORE COMPLETING & GIGNING THIS FOAM,
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorizs the relsase of any medical of other information necessary
to procass this clakm, | also request paymant of govemmant benafits eilher 1o mysel of 10 the party who sccepts assignmant

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authoriza
payment of madical banalils 1o the undersigned physician or supplier lor
cervices described balow.

bealow.
SIGNED DATE SIGNED Y
— — —_—
" DATE OF GURRENT: 4 ILLNESS (First symplom} OR V8. IF PATIENT FAS HAD SAME OF SIMILAT ILNESS. | 18. OATES CATIENT UNABLE [0 WORK IN CURBENT QGGUPATION
b | DES. ] W‘ {INJURY mmlp}ﬂ ! GIVE FIRST DATE Bg Lﬁ w" HEB J9 % H
! | PREGNANCY{LMP) FROM JI iiv] i
B R 108 v
17. NAME OF AEFEARING PROVIDER OR OTHER SOURCE G R B B .,ri. i Hcsmﬁk}z.:\ngg u:\‘rssweursn TO CURRENT nsgr:wcesw
170.[ NP1 FROM | ! T0 P

19. AESERVED FOR LOCAL USE

20. OUTSIDE LAB?

[Cves [Two |

§ CHARGES

21. DIAGNOEIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1,2, 3 or 4 to llem 24E by Line)

14722 I I
5 I L5 P —
24, A DATE({S) OF SERVICE D. PROCEDURES, SERVICES, OR SUPPLIES
From To {Explaln Unusua! Glrcumstances)

oo hid

A 1 RESUBMISSION
2 ESB?MD su QORIGINAL REF. ND.

23, PRIOR AUTHORIZATION NUMBER

4.
RENDERING

PROVIDER 1D #

JURXSEXXKKXK.

1 . : 9999999999
- PR > " L O T 2
ol i .ﬁ:é? EXXXKXXXXEX
999‘)900‘)9‘)
3 P -- L
4"
5
6 : T &
25, FEDERAL TAX 1.0. NUMBER B8N EIN 28, PATIENT'S ACCOUNT NO. 2’? CCEP'I' ECIWT? ?ﬂ. TOTAL CHARGE 28. AMOUNT PAID 30, BALANCE DUE
107 01999B ves | Jwo s 531 51]s t s 53151

2. SERVICE FACILITY LOCATION INFORMATION
James Medical Center
123 Any Street
i n Q00

31. SIGMATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(L cartity thal the slatements on the raversa
2pply Lo tis blll and are made a part hareal.)

SIGNED DilL Tasssia MO THE LAY,
NUCC Instruction Manual avallable al: www.nucc.org

3. BILUNG PROVIDER INFO & PH Y { 91'9_)_ X
Bill James, MD
123 Any Street

F————————— FHYSICIAN OR SUPFLIER INFORMATION

APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
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Division of Medical Assistance
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Clinical Coverage Policy No.: 1A-23
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Example 2:

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE D805

Periodic Oral Screening in Conjunction
with an Office Visit

PICA PICA [T
1. MEDICARE  MEDICAID TRIGARE EECA o OTHER|1a.INSURED'S 1.0 NUMBER (For Progtam in ilem 1)
[ ecticare [ hoccais ) ponsors ssw P %’”D & [Joor 111-11-1111A
2, PATIENT'S NAME {Last Name, First Nama, Middie Initial) 3 PQ'HENT'EEI ATH %I'E SEX 4. INSURED'S NAME (Last Name, First Nams, Middia Inilial)

Patty, Peppermint 04 103106 M1 fIX]

[ PAHENT hEuno»eHlP TO INSURED

Set[ ] Spouse[ Jonio ] omer[ ]

5, PATIENT'S ADDRESS (No., Streel)

|___123 Any Street

7.INSURED'S ADDRESS (No., Strast)

oY~ 8. PATIENT STATUS

City SNE single [ Maried[_] CuherD
7P COOE TELEPHONE (Include Ares Gode)

29999 ( 919) 555-5555 empioyed [ ] § Fulk “""’D :m:“'“‘[:]

cmy STATE

2IP CODE TELEPHONE (include Area Code)

( )

9. OTHER INSURED'S NAME (Las! Nama, First Nama, Middis Initial) 10,13 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY QR GROUP NUMBER &, EMPLOYMENTY (Current or Pravious)

T T T—
c. EMPLOYER'S NAME OR SCHOOL NAME €. OTHER ACCIDENT?

DYES [(wo

11. INSURED'S POLICY GROUP QR FECA NUMBER

», INSURED'S DATE OF BIRTH SEX
MM, DO Yy

I F
THER INSURED'S DATE OF BIATH MCIDE::: D " | ' - D B
ol E' 5'-" SEX - b. AUTO PLACE (State) |0 EMPLOYER'S NAME OR SCHOOL NAME
o ™ F[] Owes [wo

¢, INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE FLAN MAME OR PROGAAM NAME 10d. RESERVED FOR LOCAL USE

¢, 13 THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION ———————|-<— CARRIER —>

NUCC Instruction Manual avaitable at: www.nucc.org

APPRQOVED OMB- 0933 0999 FOHM CMS. ISDD (OB 05)

D\"ES DNO I yos. reluin to and complale ilem 9 a-d.
BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AU I‘HDRIZED PERSON'S SBIGNATURE 1 authorize the releasa of army madical or other inlormalion nacessary paymant of medical banefits lo the undarsigned physician or suppier for
lo process this claim. [ also request paymant of govemmant banafits eilhar 1o mysel of 10 the party who accepls assignmant Borvices described below.
beakow,
SIGNED DATE SIGNED _ Y
— ——
14. DATE OF CURRENT: ILLNESS 15. IF PATIENT HAS HAD {E OR SIMILAR ILLNESS. | 1¢. DATES BATIENT UINABLE o WORK IN GURRENT UPATION
ATE OFSURRENT: ‘IN..II.IRY {mom: on VoA GIVE FIRST DATE Bﬂ f& "BH J? nﬂf %C 4
[ PREGNANCY(LMP)
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE PY 7 . HDSPITGHZAH N nm;s  RELATED TO cwsm ssnwc EW
175, NP FROM JI : T0 ‘ .'
19, AESERVED FOR LOCAL USE 20. OUTSIDE LAB? SCHARGES
O [Jwo | |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Ralale loms 1, 2, 3 or 4 10 (lem 24E by Line) 22, NEDICAID RESUBMISSION
ORIGINAL REF. NO.
11382 9 sl . ]
23. PRIOR AUTHORIZATION NUMBER
2. . L I
24 A DATE(S) OF SEAVICE D. PROCEDURES, SERVICES. OR SUPPLIES 7. =z
From To {Explain Unusual Clrcumstances) RENMDERING =]
MM DD YY MM 0D CPTHCPCS MODIFIER PROVIDER |D. » E
1 ok : ' X XXXXXXXXX |2
9999999999 _ o
2 %xxx:nixxxxxx F
- 9999999099 |G
3| 12
Af o
o
- ==
- <
5 g
4
T
6 | | z
1 ! ! i 5 H
25, FEDERAL TAX 1.D. NUMBER SSN EIN 28, PATIENT'S ACCOUNT NO. pfr w_gsm’ 20. TOTAL CHARGE 20. AMOUNT PAID | 30. BALANCE DUE
DD 03124P $ 128 | 51| s l s 128 151
31. SIGNATURE OF PHYSICIAN OR SUPPUER 32, SERVICE FAGILITY LOCATION INFORMATION . BILUNG PROVIDER NEG 8 Fi ¥ ( ]} 9 ) N
INCLUDING DEGREES DR CREDENTIALS .
(carly that e saments oo ot Jones Medical Center Phillip Jones, MD
13 this bill and are made a pol.
o m 123 Any Street 123 Any Street
SIGNED e DA "
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Division of Medical Assistance
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Clinical Coverage Policy No.: 1A-23
Original Effective Date: February 1, 2001
Revised Date: November 1, 2007

1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFOAM CLAIM COMMITTEE 0805

Example 3:

Periodic Oral Screening in Conjunction
with Health Check Screening

—I_HFICA PICA
1. MEDICARE  MEDICAID TRICARE CHAMPVA nzn.m oopt— EECA nq _ OTHER] 1. INSURED'S 1.0 NUMBER {For Program in ftem 1)
[ mecicars ) (] weaicais 1] iSoonsors ssw) [ ] mawnverion [ ssWoric) [ s e 222.22.9222A
2. PATIENT'S NAME (Last Namao, First Name, Middie inital) 3. PATIE! RTH QATE SEX 4, INSURED'S NAME {Lasi Namw, First Nama, Middla inital)
: TR
Brown, Charlie 06 151 06 X ¢[]

& PATIENTS ADDRESS [No.. Strael)

123 Any Street

6. P.AT!ENT RELATIONSHIP TO INSURED

MD samoD cnig] ] OMD

7.INSURED'S ADDRESS (Na.. Strael)

2. s B, PATIENT STATUS

City NE Single D Marded [ | oemD
2P CODE TELEPHONE {Inciuds Aren Coda)

29999 ( 9 19) 555-5555 mpioyes [ ] ;':J:::*D PavTIng

city STATE

2IP CODE TELEPHONE (Include Area Coda}

()

0, OTHER INSURED'S MAME {Lasl Mama, First Name, Middia Inital)

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

. EMPLOYMENT'P {Current o Pravious)

b. OTHER INSUREC'S DATE OF BIRTH SEX
MM oD

L I

YES D ND
b. AUTO ACCIDENT? PLACE (Siate}
DVES NO |

! !
€. EMPLDYEH S NAME OR SCHOOL NAME

€. OTHER ACCIDENT?

[:]vss O

11. INSURED'S POUCY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM, DD ¥y
1 i

1 | MG Fa

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGAAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d, RESEAVED FOR LOCAL USE

3,15 THERE ANGTHER HEALTH BENEFIT PLANT
Dvas [(dMo  tyesreumio andcompioto tom 9 a-d.

balow.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FOHM.
12. PATIENT'S DR AUTHORIZED PERSON'S SIGNATURE | authorize tha ralsass of any
To process his claim, | 1o requast paymant of govarnmant banafits either to mysalf of to the party m accapls assignment

DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
paymaent of medical banafits 1o the undersigned physician of suppfier for
servicas described below.

SIGNED —

PATIENT AND INSURED INFORMATION ———}<—CARRIER —

SHINED
II.I.NESS [Ful wmp!om} OR

* &NE DESUH“EW ‘rnec ANCY/(L

15. IF PATIENT HAS HAIi ﬁI,ME H SIH]LAR ILLNESS.
GIVE FIRST DATE g

16. DATES mﬂEN'EHN.uBLE;[? WORK IN canEN‘r (&gumﬂ&r;
FROM

17. NAME OF nEFs ARING PROVIDER OR OTHER SOURCE

218, HOGPIT-&UZA'I'DB-E OATESY‘H',EL.ATED TO CUHHENT gEHVICES

FROM ' | T I !

19, RESERVED FOR LOCAL USE

I
20. OUTSIDE LAB? 5 CHARGES

[ves [wo | I

21. DIAGNDSIS OR NATURE OF ILLNESS OR INJURY {Refate Items 1, 2, 3 or 4 1o [tem 24E Ly Line)

=

22, MEDICAID RESUBMISSION
gSDE 8 QRIGINAL REF. NO.

PHTYSICIAN OR SUPPLIER INFORMATION

1 1__@ .2_.._ a .
73. PRIQA AUTHORIZATION NUMBER
21 4.1 —
24, A DA'IE[S) QF SEAVICE c. D. PROCEDURES, SER\-"IC‘ES OR SUPPLIES [ F. J
From To (Explain Unusual 1] DIAGNOSIS RENDERING

M oo kil MM !JD — MO‘D_!FIE?' — PROi_-‘lDEFI 10w

I IXXXXXXXX¥X
9999999999
ol - HXXEXXXXXXX
9999999999
o I UXXXXXXXXXX
9999999999
4("
5 F
1 1 1 L
26, FEDERAL TAX 1.O. NUMBER 55N EIN 26, PATIENTS AGCOUNT NO. wxmmmyjyr? 28. TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
0Q 09878C ﬁ Clw  |s 133 84 s | fs 133 184
31. SIGNATURE OF PHYSIGIAN Oft SUPPUER 32. EAVICE FACILITY LOGATION INFORMATION 33. BILLING PHD\fIDEFl INFO & PH # ( 91 9 ) 00-0900
ALS
sty s o b e Smith Medical Center William Smith, MD
ey 1 il mac 8 part rech) 123 Any Street 123 Any Street
SIGNED /)67, H OAT ATAY

NUCC Instruction Manual available at. www.nucc.org

APPROVED OMB-0838-0999 FORM CMS-1500 (08-05)
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Division of Medical Assistance Clinical Coverage Policy No.: 1A-23
Physician Fluoride Varnish Services Original Effective Date: February 1, 2001
Revised Date: November 1, 2007

BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

MNOTICE: Any person who ingly files of claim i tion or any false, | J or g inf tion may
be quilty of a criminal act pumshable under law and may be subject to l:lv'll penai!les

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests Ihatpaymenl be made and authorizes release of any infermation necessary lo procoess
the claim and cerlities that the intormation provided in Blocks 1 through 12 is true, accumte and complefe In the case of a Madicare claim, tha patlent’s signature
authorizes any entity lo release to Medicare medical and nonmedical t staius. and whether the person has emplover group health
insyranca, liability, no-faull, worker's ar gther which is iBhpDHSI'mB 10 p'ly for 1he services for which the Medicare claim is made. Sea 42
CFR 411.24(a). itilem 915 pleted the patient's sig authanizes releasa of the mI'ormallon e Ihe health plan or agency shawn. In Medicare assigned or
CHAMPUS participation cases, the physiclan agrees 1o aacenllhs ehar!]n vof the Med| mier or CHAMPUS liscal intermediary as the iull charge,
and the palient is responsible on]y for the deductible, 1 services. Coi and the ible are hased upon lhe charge
determination of the Madicare carrier or CHAMPUS fiscal m[erlnscllary althns Is leas lhan the charge subimitted. CHAMPUS is not a health insurance program bt
makes payment lor heaith benelits provided through certain atliliations with the Uniformed Services. Inlormation on the patient’s spansor should be provided in thoge
items caplioned in “Insured™; i.e., items 1a. 4,6, 7. 9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees 1o accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and

diagnosis coding syslems.

SIGNﬁ.TUHE OF PHYS!CMN OR SUPPLIER {MEDICAHE CH&MPUS FECA AND BLACK LUNG)
I certify that the servi yi o were p o by g o waerre furnished
ingident to my professional service by my employ under y i P supamsunn. e;«:epl as olherwise ) itted by Med or CHAMPLIS
requlations.
Far setvices 10 ba considarad as “incidant” 1o & physman 'S prof933|ura1 service, 1) thay must be rendered under the ¢ i i iate personal supenisi
by hisfher employee, 2) they must ba an integral. alih artof 5 semvicn, 3) they mu:thcnfkmdf,: ylurnished inphysician's
oltices, and 4) the services of i ians must be i an Ihe physician's bills.
For CHAMPUS claims, | further cadify that | (or any emy ! 1 sarvices amnot tive duty 1 5ervicas of a civilian employee
of tha United States G Or 8 contract I Ui the United States Government, eithar civilian or minar'.r {ral'ﬁr o & USC 553B). For Black-Lung claims,

I further cerdily thal the services performed were for a Black Lung-related disorder.
Mo Part B Medicare benefils may be paid unless this form is le&‘.elwad as I'Equlled by existing law and regulations (42 CFR 424.32).
MOTICE: Any one who mi or falsifies il inf 10 receive pay Irom Federal funds requested by this form may upon conviction be subject
to fine and imprisonment urlder applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION

(FRIVACY ACT STATEMENT)

‘We are authorized by CMS, CHAMPUS and OWCP 1o ask you for information needed in the inistration of the Medi CHAMPUS. FECA, and Black Lung
pregrams., Authority to collect information Is in section 208(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (), and
44 USC 310141 GFR 101 et seq and 10 USG 1079 and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.0. 9397

The information we obmln to complete claims under these programs is used 1o idenlily you and Lo determine your eligibility. Itis also used to declde if the senvices

- and ligs you ived are d by the: ] and to insure thal proper payment is made.
The lnformaﬂon may also b-e gwen 1] othe! pm\rldars of ser\rlaas carriars, intermediaries, medical review boards, health plans, and other or!‘,lamzanoncs or Faderal
 for the eff that require other third purl!ea payers Iu ' pay primary to Federal program, and as [ y
?0ﬂdmmisl,mth(,;vpsugmm\ Forexample, Ilmdybu. ylodisclose you have 1o a hospital or doclor. I disclosures

are made through routine uses for information contalned in systems of records.
FOR MEDICARE CLAIMS: See the nolice modilying system Mo. (08-70-0501, tited, ‘Carrier Medicare Claims Secord,’ published in the Ecderal Regisier. Yol 55
No. 177, page 37549, Wed. Sept. 12, 1990, or as vpdated and republished,

FOR OWCF CLAIMS: Departmeant of Labor, Privacy Act of 1974, “Rapuhblication of Notice of Systems of Records,” Faderal Begister Vol. 55 No. 40, Wed Feb. 28,
1920, See ESA-5, ESA-B, ESA-12, ESA-13, ESA-30, or as updated and republishad.

FORCHAMPUS CLAIMS Eﬂmﬂﬂ_ﬁ_l_,l_ﬂm_&ﬂﬁj‘m evaluaie eligibility for medical care provided by civilian sources and Lo § pay it i it
of aligibility and hat the servi pp are ized by law.

BOUTINE USE(S). Information ilcr" claims and rulalad dut.urnenls iy be ywen Iu the Dept. of Velerans Alfairs, the Dept. of Health and Human Services and/or
the Depl of Ti Ts 1 it v.-ulh thair atal Nlnn: under CHAMPUSICHAMPVA; 10 the Dapl oi Justice for reptaaenlnnon or
th tary of Defensa inchilact tha Intarnal Revenue Servie, prival ies, and consumer raport

claims; and o Congressional Ottices in resparse 10 inquiries made at the raquest of the person 1o whom a record panaing. Appropriate disclosures may be maae
1o other tederal. state, local, loreign government agencies, private business entities, and individual providers of care. on matters relating o enlilement, claims
adjudication, fraud, pr':gram abuse, utilization review, qualily assurance, peer review, program integeity. third-panty llability, coordination of benefits, and civil and
criminal litigation related o the operalion of CHAMPUS.

DISCLOSURES: Voluntary; howeve, failure to provide information will resultin delay in payment or may result in denial of claim. With the one exception discussed
balow, there are no penaities under these programs for refusing to supply informatian. However, failure to furni 0 th

or the amount charged would prevent payment of claims under these programs. Failure lo fumish any other information, such as name or o
payment of the claim. Failure to provide medical information under FECA could be deemead an obstruction.

1tis mandatory that yuu IuH us |1yuu #now that ﬂnomerpﬂrlyls responsible for paying for your treatment. Section 11288 of the Social Security Act and 31 USC 3801
3812 provide p this i

You should be aware that P,L. 100-503, the “Computer Malching and Privacy Protection Act of 1988", permits the government to verify information by way of computer matches.
MEDICAID PAYMENTS {PROVIDER CERTIFICATION)

number, would dalay

1 hareby agree o keep such records as are necessary lo disclose fully the extent of services provided to individuals under the State’s Title XIX plan and to fumish
ion regarding any pay claimed for providing such sarvices as the State Agency or Dept. of Healin and Human Services may request.

Hurther agree Ioamapl as payment in full, the amaount paid by the Medicaid program for those claims far under that prog with the

of authorized d , CO-pay of gimilar cost-sharing charge.

SIGNATURE OF PHYSICIAN {OR SUPPLIER): | certily that the services hizled above were medically indicated and y o tha health of this patient and ware

paraonally furnished by me or my employee under my parsonal direction.

NOTICE: Thes s to certify Ihat the foreg s true, and compiele t hal p and salisl 1 this cladim will be from Federal and State

funds, and that any false claims, | or ar of a material fncl may b prosecuted under apglicable Fedearal or Slate laws.

Accarding 16 the Paparwork Raduction Act of 1995 15 persans are required 1o respand 1o a cofleckion of mlurrnedno-l uiluss it displays « valit OMB control numbor. The vald OMB
cantrol number for thes infoanatkon codechion ls 0838 0008, The time requined to e b 3 to average 10 minules per rRspoRse,
time 16 reviow instructions, wuruil 'mu- 4 data resourcos. gathor th data noeded, ang CO’"DWW and roview the i r.rm.:l-un coliection. if you havy any commenls conn

of ime tor i i this feam, please write 1o CMS, Alin: PRA Repons Claarance Officar. 7500 Secury Boulovard, Baltimore, Mary'and
21244-1850. This dddmnafo(u\ﬂm s andior sugpestons only. DO NCT MAIL COMPLETED CLAIM FORMS TO THIS ADDHRESS.
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